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AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

March 27,2012

Ms. Devida Deluca, Administrator
Living Well A Community Care Home
71 Maple Street
Bristol, VT 05443

Dear Ms. Deluca:

Provider #: 0543

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on February 21, 2012. Please post this document in a prominent
place in your facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN, MS
Licensing Chief
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Ensure that-the resident's record documents any:
changes in a resident's condition;

This REQUIREMENT is not met as evidenced
by:
Based Onstaff interview and record review, staff.
failed to document the intrusive behavior of .
Resident #1 towards Resident #2 during the night
time hours during June and early July in 2011.
Findings include:

; Per interview on 2/21/12 at 3 PM, the Registered!
; Nurse (RN) and the evening caregiver each
i confirmed that Resident #1 had intrusive
; behaviors towards his/her roommate and staff
: failed to document these episodes in the medicai
: record for each resident involved_ The staff
i stated that Resident #1, who had dementia,
: climbed into the bed of Resident #2 at night
: because he/she believed the roommate was
1 distressed and wanted to comfort them. Per .
• review of the progress notes for each resident for
• "the months of June and July 2011, there was no.
: documented evidence of these incidents in either
: record.
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